treatment. No other profession can make that statement.
What a difference a nurse makes . Nurses are action people. They have never been known as arm-chair theorists nor do-nothings . Lately they have discovered that action is a multi-dimensional concept. Nurses have allocated their energy resources not only in the direction of professional development and increased competence, but toward the end of political organization to produce a collective effect on societal decision-makers -those who hold the purse strings.
This new respected self makes it possible for nurses to see physicians in a new light -a different perspective. The troubles between nurses and physicians have been documented by many researchers and surveyors of the health care delivery scene. Back in 1923. the Goldmark Commission called on nursing to assume a far greater partnership in the delivery of health care over the full range of client needs. But nurses were not ready then to be partners. Readiness requires both ability and attitude. While nurses may have had the ability then. they sure did not have the facilitating attitude to make partnership possible. So the Goldmark report was filed and gathers dust on library shelves.
Then in 1948, Esther Lucile Brown proposed that nursing gear itself to provide a higher quality of care. and "to develop the full armamentarium of knowledge and skill needed to advance that aim ." Nursing still was not ready. The conformity and apathetic status quo of women which permeated the late Forties and Fifties killed any possibility of putting Brown's astute suggestions into action .
Occupational Health Nursing. October 1974 9 THE CHANGING ROLE OF NURSING TODAY continued But when, in 1967, along came Jerry Lysaught and the National Commission for the Study of Nursing and Nursing Education, times were different. Nurses were ready to listen and then to act. Abstract For Action and From Abstract into Action, the NCSNNE's major documents do not, and will not, gather dust; nurses are too busy using them.
Among many significant recommendations in the Lysaught Report, perhaps the most important is the one which hits directly on action that nurses must take to become full and unambiguous partners in the health care delivery system. Among the most significant developments reported in the investigation phase of the nursing study was the pragmatic rearrangement of congruent roles between medicine and nursing to expand the delivery of health care. To ensure that this trend continued and broadened, but with inter-professional concensus replacing idiosyncratic decision-making. the Commission proposed that in each state:
... Joint practice commissions be established between medicine and nursing to consider the congruent roles of physicians and nurses, and to recommend to state legislatures and to a national joint practice commission such changes or alterations in basic health practice acts, licensure. and other regulations as they deem necessary to ensure the provision of quality health care.
State by state. nurses have been actively pushing toward this goal. Nurses are the energizing forces behind the state joint practice committees which are now functioning or developing. I can't think of a single instance. on the state level, when the physicians pushed for a joint practice committee. No doubt that's because physicians are comfortable with the status quo, while nurses are not. Kings are not known to revolt; it's the proletariat. in each instance. which rises and demands change.
Let's look at history for a moment or two. No group, anywhere on this earth. has managed to create change when they are at the bottom of the heap. Those at the bottom must use all their available energy just to survive. There is no energy left to even think thoughts. let alone act, to create change. Minorities know this at the gut level; they experience it daily at very practical levels. Minorities are frequently oppressed. When the oppression is most severe. there is no danger of revolt. Only when things get a little bit better, can survival energy be transformed into change energy.
Nurses are now at the point of rising -revolt, in some instances. is perhaps a more accurate term. They are able to rise because they are no longer so terribly oppressed. We have risen from the bottom of the heap and can breathe a little. Look around you. Right now. Nurses today look very different from a decade or two ago. Solid middle class might be an apt description. We look better -we dress better -we are more articulate. More of us demand of our employers that we attend nursing conventions and symposia -and not on our days off, but as part of the employment package.
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The breathing space allows us the luxury to ask where we are heading -rather than simply avoiding being stepped on.
Recently I was asked by the feature editor of the AMA News if I would like to speak out for nurses -to physician-readers. I was delighted to accept the offer. In essence, I tried to place the two professions -medicine and nursing -in historical perspective and then outline the dimensions of colleagues hip -the partnership for which nurses are now ready. The article appeared in the February 11th issue.
Medicine and nursing are the oldest of the health professions, medicine having evolved from nursing. Before technological advances, both nurses and physicians could do little else but care for and comfort patients and their families. Physicians had little. if anything. in the way of materials and skills (drugs. surgical procedures) or knowledge with which to cure. No one worried very much then about "role-blurring" or "jurisdictions for practice." Physicians felt comfortable and competent nursing their patients; nurses allowed this and expressed no alarm at physicians intruding into their professional domains.
In the old days. the two professions were practiced side by side. with the mutual concern and sharing which are the essence of a colleague relationship. With the rapid proliferation of specialties in the health sciences. with the vast changes in social and economic structures. with the knowledge explosion and with population expansion. the relationships between nurses and physicians became more and more strained. reaching the point in certain sectors of creating severe dysfunctions in health settings. Patients were caught in the middle of doctor-nurse conflicts and covert game-playing.
In recent years. there have been renewed efforts to reestablish colleagueship relations between nurses and physicians. The three bases for colleagues hip are: (1) mutual concern for a goal. (2) equality in such dimensions as status. power, prestige and access to information, and (3) diversity in expertise. skills, knowledge or practices. The mutual concern of medicine and nursing is the delivery of the best possible health care to all people. That overriding goal unites the two professions.
The diversity dimension of colleagueship produces no insurmountable problem for doctors and nurses. Nurses acknowledge the expertise of physicians in diagnosing and curing patients. Doctors acknowledge the expertise of nurses in caring. comforting. counseling and helping patients and families cope with their health care problems. Where there is overlapping in these functions, joint decisions about who does what under which conditions are possible, and in fact are occurring with increasing frequency in varied health care settings.
Some of the best examples of the full elasticity of the nurse's role occur in rural areas where nursing projects, often federally funded. are the only health care available to the poor and disadvantaged. Thlrty-five public health nurses use dog teams to deliver health care to the remotest Alaskan villages: nurses staff a mobile health clinic in Polk County. Minnesota: a lone nurse in Montana has set up a health clinic to service three counties: and another nurse is the sole professional on a rural care project in Estancia. New Mexico. Many small but vital clinics and projects exist because nurses. not doctors. are making this happen.
... The oldest and probably best example of this kind of daring health care is the Frontier Nursing Service founded in 1925. Until recently. horses provided the main transporttion for the nurses servicing people who live over the mountains. across the creeks. and through the backwoods of several Kentucky counties. Forty-one nurses. four physicians and a pharmacist treated over 22.000 patients last year. We operate under the assumption that nurses are safe practitioners to start out with. and that they will ask if they don't know something. FNS staff member. * The National Joint Practice Commission has discovered many instances, at the practice level, of nurses and physicians working together in re-aligned roles -but not necessarily calling it that. I'm sure each of you can document changes in nurse-physician roles in your own industrial settings -the Commission would like to hear about those.
In the course of consulting -working for the National Joint Practice Commission and conducting Summer Workshops -I get to see quite a bit of this country. I always look in the local newspapers and ask nurses about what news they are making. For instance, the Arkansas Gazette used three entire columns on the fourth page of the first section to report about the new nurse practitioner program headed by Dr. Iris Malkemes. In her reported interview:
It has been estimated that 60% of the people who come to see a physician don't need to. It is those people we're trying to reach -not necessarily for the purpose of taking the load off the physician. but to provide the kind of care these people need. which may not be diagnosis and treatment.
The diversity dimension of colleagues hip, as these examples I have just shared with you illustrate, is being managed by nurses and physicians -each acknowledging the special competence of the other. Or at least heading in that direction.
The continuing difficulty and strain between the two professions is in the equality dimension. The fact that most nurses are women and most physicians are men has far-reaching implications for the new, exciting, spirited efforts to renew colleagues hip. Women have a newly found awareness of their potentials and possibilities.
When nurses consider themselves subservient, less bright and not so capable, alongside of physicians, they could not participate as colleagues in the work that needed doing. This was dysfunctional not only for nurses as individuals, who bore the burden of low self-esteem, *Ms. August 1973. p. 100.
Occupational Health Nursing. October 1974 but ultimately for the patient, who did not receive the top quality care to which one is entitled. The Woman's Movement, in just a few short years. has done wonders for the self-esteem and thus the functioning-in-work-roles of nurses. What the movement has done is to provide new inputs regarding women's potential and competence. Feminists have succeeded in getting women -and men -to consider how differently the two groups have been socialized to undertake their human roles.
Nurses develop their identities as nurses in somewhat the same way that infants are socialized to become human beings. In other words, the socialization process is repeated in its major aspects at all stages of continuing personal development. The content of the experience changes; major elements in the process, however, are the same. Basically, there is the one to be socialized or developed, the significant other(s) who is "in charge" of the process of labeling or defining, and recurring steps by which inputs from the socializers become the operating views of the socializee, The steps of the process are these: * 1. Appraisals (evaluative statements) are made by the significant other about the developing "self." For infants, significant others are their mothers. Girls are socialized (primary socialization) very dfferently from boys. There is vast literature on this phenomenon. For student nurses, significant others are their teachers and other hospital personnel encountered during educative clinical experiences.
2. These appraisals are repeated many, many times and begin to form a pattern. The language (verbal, tonal, gestural) of each appraisal may vary but a few overriding messages (patterns) are conveyed over time. The general outcomes include relatively good patterns of appraisals or relatively poor or bad patterns of appraisals. The socializers convey views of the socializee. These evaluations are made more on the basis of what the significant other expects from the socializee, and not necessarily on the socializee's actual abilities or competencies. Culture and social groups are the norm setters for the expectations; socializers are the conveyors of established norms, prevailing views, or stereotypes that have general acceptance in society, e.g., the view and expectations of "nurse."
3. The appraisal pattern becomes incorporated into "self." Even before speech emerges, infants are often categorized by their mothers as "good" or "bad" and respond in terms of these self-views. Very shortly after entering a nursing program, students begin to think of themselves as they have been evaluated by their teachers; i.e., to see themselves as their significant others have appraised them, especially in their evolving role of nurse. They take in (incorporate) the views of these significant others. Once views have been incorporated then the "self" eventually becomes an appraiser of "self," and *Developed in conversations with Hildegard Peplau and gratefully acknowledged. THE CHANGING ROLE OF NURSING TODAY continued there may be disagreement with the evaluations of significant others. (This confrontation of opposing viewpoints of nurse traditionally has been overt only in a few nurse mavericks who often paid a great price for it.) 4. Behavior emerges to match the appraisals. In other words, actions of the socializee begin to match labels applied by the socializer: "You get the name and then you play the game." Those who have been labeled competent tend to act competent. Those who have been labeled stupid begin to act stupid. If the message of "handmaiden" is conveyed, you become one -almost unwittingly. Actions follow the application of the label overtly or covertly applied. The Woman's Movement is actively working to attempt to offset and re-direct the stultefying, myth-producing, pejorative labels which have traditionally been used to describe women and which, by the process herein described, they have made their own views of themselves and taken on the behaviors to fit the stereotype.
5. With each new era of development, the "self" is open for re-appraisal. "Era" is used here in two senses: (a) to mean biophysical maturation, as when an infant develops sphincter control, or (b) to mean changing one's environment, as when a toddler begins to move out into the neighborhood, or an adult changes jobs or enters school. Changing environment serves to change one's set of significant others. But, in the case of socializers of nurses, there is the tendency to share the same normative stereotypes in many work situations.
Until recently, schools of nursing taught two lessons: (a) Content relating to the nursing process, including theory and methods of nursing practice, and (b) A deferent, subservient, self-effacing attitudinal stance of nurses vis-a-vis physicians and other professions. Nurses were socialized to carry out (a) within the framework of (b). Nurses learned these lessons well. Even today many nurses find it very difficult to believe that they could or even should be independent, autonomous, professional persons. Such views of self as nurse are thus incongruent with the incorporated attitudinal stance learned in the school of nursing. It is not difficult to document the dysfunctionality of this stance. The waste of talent and expertise is abominable.
At long last the tide is turning. Nurses are recognizing their capabilities. Nurses are taking a stand for nursing. They are asserting separate identity and interdisciplinary colleagueship. They believe and are communicating to other professionals and to the public, that health care is more than medical diagnosis and treatment, and that nursing is a large and significant slice of the health care pie. Actually, nursing constitutes more than half of all personnel who provide health care (using either the numbers of nursing personnel employed compared with other health care workers or the amount of time and energy invested in patient care, as estimates). Nurses believe that organization of health care should be along cooperative, colleagueship lines with the core professions collaborating with each other to develop policies and care 12 modalities, to evaluate care given, and to provide direction for research endeavors. No one profession should attempt to direct or to stifle another profession. These beliefs of nurses require and rest upon self views that are antithetical to the traditional deference and subservience toward others formerly taught to nurses.
As nurses become more active in taking a stand for nursing, and for themselves a competent profession, they are becoming more expressive and more articulate in the messages they convey about nursing. Nurses have the responsibility, accountability and authority for nursing. There is a long historical tradition of nurses functioning in a responsible manner. Nurses are accountable to clients, their nurse peers, professional colleagues and to the general public. Nursing authority derives from expert knowledge; nurses, through basic education, continuing education and very specialized courses generated by new discoveries in the basic and social sciences, are now more knowledgeable than ever before. The seven volumes on psychiatric nursing in industrial settings, tested and developed by AIR are now ready, and will be an important ongoing learning tool for industrial nurses.
However it does take time and effort to change basic "programming" or socialization outcomes so as to generate new views, new alternatives, new actions. Lately, nurses have been using their time well in professional meetings and in other encounters to get their re-socialization work done. The increased sharpness of insight and self-expression of nurses today are impressive. This new sense of respected self, as a competent professional person, is the necessary bedrock for confrontation as one vehicle for change.
This new breed of high self-esteem, innovative, creative, bright, skillful, energetic, colleague-oriented nurses is not accounted for simply by the ranks of new, young graduates. Rather, all ages are demonstrating the effects of change. There are 50-year-olds moving ahead with newly discovered abilities. There are 40-year-olds who have found their voices and are becoming more and more articulate in sharing ideas, observations, and suggestions in interprofessional conferences. There are 30-year-olds who are assuming the authority and responsibility for running in-hospital intensive care units and crisis units and also out-in-the-wilderness health centers.
Of course change is always difficult. Physicians and the public need preparation and education to accept this new nurse. Rather than facilitating this process, nurses sometimes get in their own way, frequently falling into a particular trap.
Because of their caring, sympathetic, humanitarian natures, nurses tend to over-classify people as "sick," or at least to extend "tender loving care" to everyone regardless of position or role. Thus, the personnel manager who has gastric ulcers but who is functioning in his managerial role is treated by overly-kind nurses as if he were a "sick patient." A surgeon who has a violent temper becomes a person who must be pacified at all costs. And how about the physicians who are "forgetful." "rushed." or "over-burdened?" These people learn very quickly that some nurses are all too ready to relate to them as if they were patients, and hence they manipulate this fact to their obvious advantage. Therefore. in order not to lose the battle before it is begun. nurses must think clearly about who it is they classify as sick or well. Nurses must begin to distinguish between patients and workers and then relate to each in these terms. Well people are "fair game" for confrontations. Any worker is a well person able to handle the effects of a confrontation. Co-workers. defined as such. can handle direct statements about issues. problems, and consequences of his or her actions.
Confrontations are in order when the goals are resolving an issue, improving health care systems. defining changing work roles, revamping licensing and practice acts. gaining and keeping suitable salary schedules. attaining and maintaining control over professional practice -or any other professional issue, locally defined and carried out. on which there is a consensus among nurses who are affected by the issue. They are in order when the group has gathered facts. may have tried other means. and has decided on collective action.
Because nurses and physicians work so closely in health care systems. change in one of course creates the need for change in the other. As nurses function more competently in extended and expanded roles, physicians have to change also, or suffer the consequences in the form of frustration, anger, alienation, early retirement or psychosomatic illness.
A large part of the work ahead is to convince nurses and physicians still locked in master-slave, kinghandmaiden or authority-subordinate relations that there is a better, more productive way to work. Co-equal is far more functional in the long run, but in the short run it does raise anxieties by threatening the status quo. Change is always difficult. It is always met with suspicion and distrust. Human beings for the most part would rather be comfortable than to cope with the new, the unexpected, the different.
Nurses need to work collectively to develop strategies to combat the major hurdles. As I see it, the major barriers to nurses functioning in an expanded role are:
1. The socialization of nurses as women, and the low self-esteem which follows. Nurses with high selfesteem "serve" their patients better. You care for - Occupational Health Nursing. October 1974 love -others to the degree that you hold your own self in esteem. 2. Economic. Increased role responsibilities of nurses are an economic threat to physicians. More so in some areas than others. More so with some physicians than others. The most threatened physicians are usually the least competent -those who have not expanded themselves, and feel the nurses breathing hot upon their necks. The least threatened are the energetic, bright, active, expanding physicians who do not see change as so threatening. Nurses need collective strategies to cope with the former and work with the latter. One strategy is to catch the other off-guard. For instance, ask your enemy or friend, whichever the case may be, to pray with you. That will catch them off-guard for sure -perhaps they will even assume that finally "we've come to our senses" and are retreating to our proper roles as nun-like, or religious angels of mercy.
I have a prayer to offer you -I'd like to end with it.
A Nurse's Psalm
Colleagueship is my guide; I shall not want. This maketh me to demand equal pay for equal work, To visualize a new day of equal exchanges; it comforth my soul. This guides me to see that the rights of one mean obligations of another; I am ready. Yea -though I walk through the valley of the shadow of medical male domination, I will bear no long-lasting grudges -Retribution for past grievances is not my aim -Only acknowledgment as a colleague in health care delivery. Human capacity to do good gives me courage. Many physicians are ready for the new day -in spite of their training and prejudices. They speak for sharing, for cooperation, for collaboration. Hope springs eternal. Only positive, respectful interaction and joint practice will lay before me the rest of my life. And I shall work, refreshed and renewed, for the common good of all, till the end of my days.
Amen.
